Background and Objectives: Although the majority of individuals in their 80s or 90s do not experience improving health, a significant portion of this age group either (a) subjectively assess their health as improving; or (b) demonstrate self-rated health improvements when comparing consecutive surveys. While there is a body of research that examines self-rated health declines in older ages, much less work has studied possible determinants of self-rated health improvements. This is important, since there is increasing evidence that oldest-old adults have unique health evaluative processes that are not yet well-understood. Research Design and Methods: Using 21,155 observations from eight waves of the Asset and Health Dynamics survey (the oldest-old portion of the Health and Retirement Study), I use hierarchical linear models to test three explanations as to why the oldest-old may report or demonstrate self-rated health improvements: (a) normalized pre-existing chronic conditions, (b) positive lifestyle changes, and (c) recovery from recent prior health shocks. Results: Health improvements calculated by comparing consecutive surveys were related to a recovery from four particular serious health diagnoses (cancer, stroke, heart disease, and lung disease). Conversely, explicitly reported health improvements were associated with normalizing pre-existing conditions. Lastly, starting a regular exercise routine was related to both types of health improvements; while the cessation of negative health behaviors (i.e., drinking and smoking) was not related to either type. Discussion and Implications: These results suggest that while subjective health "improvements" among the oldest-old may be a sign of successful aging, they should be interpreted critically and cautiously.
believe that oldest-old adults have unique health evaluative criteria (Henchoz, Cavalli, & Girardin, 2008) . If so, this could have important implications for the ways in which health professionals and researchers monitor and interpret SRH improvements. For example, some SRH responses may not be comparable across time, and certain instances of apparent improving health should potentially not be construed as such.
While some prior work has examined possible antecedents of SRH declines among the oldest-old (e.g., Galenkamp et al., 2013) , the present study is motivated by the notable paucity of research investigating oldest-old SRH improvements. Remaining sections of this study are organized as follows: First, I define two typologies of SRH improvements in longitudinal surveys. Second, I present reasons why identifying the possible causes and correlates of SRH improvements among this age group is particularly valuable. Third, I draw upon social comparison theory and temporal comparison theory in order to propose three explanations as to why some oldest-old adults report or demonstrate SRH improvements. Lastly, I operationalize and test these explanations using a nationally representative study covering 15 years, and discuss the implications of these results.
Background

Self-Rated Health Improvements
Self-rated health (SRH) is the ubiquitous five-category subjective assessment of general health (often, "excellent", "very good", "good", "fair", and "poor") employed in most health surveys (Garbarski, 2016) . Although SRH is a cross-sectional health measure representing one point in time, longitudinal studies make it possible to establish two measures of SRH change. The first of these is to compare SRH responses between surveys (i.e., between t-1 and t). This measure-computed SRH (C-SRH) change-reveals whether SRH has improved, deteriorated or stayed the same between two time points. A second way to determine SRH change is to directly ask respondents whether their health has improved, deteriorated or stayed the same between t-1 and t-a retrospectively reported SRH (RR-SRH) change. These two SRH change measures are not interchangeable nor do they measure the same construct; although both likely provide important information related to morbidity, mortality, and psychosocial processes (Sargent-Cox, Anstey, & Luszcz, 2010a , 2010b .
Given the interest in understanding morbidity across later ages, it is not surprising that studies examining SRH changes among older adults have predominantly focused on SRH declines. For example, older adult C-SRH declines have been tied to chronic conditions, decreases in physical functioning, and comorbidity (Galenkamp et al., 2013; Heller, Ahern, Pringle, & Brown, 2009) . Similarly, RR-SRH declines have been found to be associated with new chronic conditions and decreases in physical ability (Leinonen, Heikkinen, & Jylhä, 2001) . While these studies assist in understanding ties between subjective health, health conditions, and the disablement process, they largely ignore the explanations and implications of SRH improvements.
Self-Rated Health Improvements and the Oldest-Old
There are several reasons why the lack of gerontological research on SRH improvements is notable and unfortunate; particularly among the oldest-old. One, although less common than SRH declines, several studies have established that a considerable number of oldest-old adults demonstrate or report SRH improvements in longitudinal surveys (e.g., Benyamini, Blumstein, Murad, & Lerner-Geva, 2011; Galenkamp et al., 2013; Sargent-Cox et al., 2010a) . This is important since-even among the sturdiest and most active individuals in their 80s and 90s-we would not expect to find sizeable rates of "improving health"; at least in the traditional sense. Indeed, the oldest-old not only have a high risk of mortality, they also have the greatest number of chronic conditions and disabilities that require long-term care (Dobriansky, Suzman, & Hodes, 2007) . In addition, certain health behaviors or outcomes that often indicate improved health in younger age groups (e.g., weight loss) may be a sign of underlying disease among the oldest-old (Miller & Wolfe, 2008) .
Two, SRH improvements among the oldest-old may be an indication of health evaluation criteria that differs from other age groups. For example, a study of Australian older adults found that the links between disease and SRH were weakest among the oldest-old, when compared to the young-old and the old-old (French, Sargent-Cox, & Luszcz, 2012) . In addition, a study of Canadian adults found that those aged 80-plus were more likely than younger age groups to optimistically rate their SRH, given their latent health status (e.g., vision, hearing, cognition) (Layes, Asada, & Kepart, 2012) . If health assessment norms shift across older ages, then some SRH trajectories could be incorporating incomparable information. Identifying such instances would allow researchers and practitioners to more competently interpret longitudinal health data.
Three, there is research suggesting that computed or reported SRH improvements are associated with a greater risk of death among oldest-old adults (Vogelsang, 2014) . More specifically, that study found that for any given SRH response at time t, those with RR-SRH or C-SRH improvements had an increased mortality hazard (20% and 33%, respectively) within 2 years; when compared to those with stable SRH between t-1 and t. If SRH improvements are related to a greater mortality risk among oldest-old adults, it is important to identify confounding factors that may explain these associations.
SRH Improvements and Comparative Processes
Although there is little known about SRH improvements among the oldest-old, one study (Henchoz et al., 2008) offers insight into how health evaluative mechanisms, generally, may operate among this age group. Using mixed methods to research Swiss adults aged 80-plus, the authors found that quantitative associations between SRH and physical health weakened with advancing age. These results were supported by qualitative analyses indicating that this separation was at least partially attributable to two comparative processes-social comparisons and temporal comparisons. Drawing upon the theories underlying these mechanisms, as well as prior empirical studies, I propose three explanations as to why oldest-old adults may demonstrate or report SRH improvements.
Explanation #1 is grounded in social comparison theory, which describes how self-evaluations are often made with respect to "similar others" (Festinger, 1954) . In this case, I propose that comparisons to other oldest-old, due to age-based norms, may result in individuals optimistically viewing (e.g., normalizing) their pre-existing chronic conditions. This normalization, in turn, may be one cause for SRH improvements. For example, as individuals continue to age (and survive) into their 80s or 90s, an increasing number of age-peers will either die or suffer from debilitating illnesses. Because of this, lingering health conditions from prior years may not seem as negative in comparison. Henchoz et al.'s (2008) study is particularly salient here, since it focused on the link between SRH and chronic health conditions. Results from that study indicated that downward comparisons (i.e., believing that peers are experiencing more difficult health circumstances) was the primary factor behind weakened associations between SRH and health conditions over time. In addition, research has found that, as individuals reach more advanced ages, newly diagnosed health conditions are less likely to result in a SRH decline (Galenkamp et al., 2013) . Along these same lines, it may be that health stability in oldest ages leads to SRH improvements. To put another way, by referencing their peers, oldest-old adults may acknowledge that "aging successfully" can include coping with and adjusting to persistent health issues in later life (Romo et al., 2013) .
Explanations #2 and #3 are both informed by temporal comparison theory, which describes how some self-evaluations are made by comparing oneself at time t against oneself at a different time in life (Albert, 1977) . For the first of these (explanation #2), I posit that temporal comparisons to a prior time will result in SRH improvements if survey respondents recently made positive lifestyle changes that either improve health or contribute to individuals feeling better about their health. For example, physical activity has long been linked to more-positive SRH evaluations (Södergren, Sundquist, Johansson, & Sundquist, 2008) , and starting a new activity regimen-even in advanced ages-may lead to SRH improvement (Benyamini et al., 2011) . Positive lifestyle changes not only include instigating health-promoting behaviors, they also include ending unhealthy behaviors (e.g., smoking cessation). That said, the motivations and subsequent health implications related to stopping negative health behaviors may differ between the oldest-old and other age groups. For example, a 25-year old that quits drinking alcohol could be envisioning healthy living over the next five or six decades. On the other hand, research suggests that decreased alcohol consumption among older adults may be an indicator of declining health (Holdsworth et al., 2016) .
Explanation #3 also considers possible temporal comparisons made during health assessments. More specifically, it posits that oldest-old individuals surviving (and recovering from) serious negative health shocks may demonstrate or report SRH improvements. To illustrate, consider individuals that experience a first-time stroke. Soon after, these individuals are more likely to negatively assess their SRH; when compared a time just prior to the event (Heller et al., 2009) . Then, upon treatment and continued survival (e.g., 2-3 years), these same individuals may demonstrate or report a SRH improvement; when compared to the time point closer to the negative event. Although research investigating this explanation is limited, one study found that older patients (mean age 73) admitted to hospitals for "salient health events" often demonstrated a C-SRH decline; followed by a C-SRH improvement months after treatment (Diehr, Williamson, Patrick, Bild, & Burke, 2001) . What is less clear from that study is whether or not surviving particular diagnoses or conditions is more likely to lead to SRH improvements in subsequent surveys. It is important to note that testing this third explanation requires at least three waves of longitudinal data. The SRH improvement is calculated at time t using data from t and t-1; while the diagnosis that the respondent is recovering from is revealed by comparing t-2 and t-1. For example, an individual discloses a "new" cancer diagnosis at t-1; when comparing the time period between t-2 and t-1. If the cancer is treated and stays in remission over the next survey period, this may be reflected in a more-optimistic SRH assessment at time t, when comparing t-1 and t.
Study Objectives
I am not aware of any studies that systematically test for correlates of SRH improvements among oldest-old adults. With this limited theoretical and empirical literature in mind, I hypothesize that oldest-old SRH improvements are associated with (H1) normalizing pre-existing chronic health conditions; (H2) introducing recent lifestyle changes (i.e., regular exercise, ending alcohol/tobacco consumption); and (H3) surviving recent negative health shocksas defined by serious health conditions first revealed in the previous survey wave. This article also tests whether any relationships between these explanations and SRH improvements differ by the type of improvement (C-SRH vs RR-SRH).
Research Design and Methods
Data
Data come from the Asset and Health Dynamics among the Oldest Old (AHEAD) portion of the Health and Retirement Study (HRS); sponsored by the National Institute on Aging and conducted by researchers at the University of Michigan. This survey was first administered in 1993 to a sample of 7,447 older adults born in 1923 or earlier (and their spouses); with a response rate of 81.6%. After that, individuals have been reinterviewed every 2 years (3 years between Waves 2 and 3). In order to only include oldest-old adults in my analyses, spouses are omitted. Since testing for relationships between SRH improvements and a recovery from serious health diagnoses (H3) requires two prior waves of data, this study's baseline sample are the Wave 1 respondents that were still alive at Wave 3 (n = 5,642). Of these, 5,358 completed at least one survey between Wave 3 (1998) and Wave 10 (2012), resulting in a total analytical sample of 21,155. AHEAD respondents that died between Waves 1 and 3 (n = 1,800) were, not surprisingly, more likely to be older, male, non-White, not married, and have lower SES than those still living at Wave 3. They were also more likely to report poor SRH (27.5%) and enter the study with a greater number of chronic conditions (2.0) than those who survived until Wave 3 (9.1% and 1.3%, respectively). This study uses the RAND HRS Data file, Version O.
Dependent Variables: SRH Improvements
Computed SRH (C-SRH) improvements were calculated by comparing respondents' SRH responses at t-1 and t; with any improvement coded a "1" (22.0% of surveys). Retrospectively reported SRH (RR-SRH) improvements were determined from a survey question that asks respondents at time t if his or her health is "better", the "same", or "worse" since the prior interview (t-1); with any "better" responses coded as a "1" (6.5% of surveys). Although multiple waves of data are necessary to calculate these improvements, consecutive measurements were not required. If the respondent missed any particular survey, then t-1 was replaced by "since the last completed survey." A comparison of C-SRH improvements to RR-SRH improvements can be found in Table 1 . Although these items matched in 76.1% of cases, this table provides further evidence that these two improvement types do not measure the same construct (Sargent-Cox et al., 2010b) . That is, in instances where respondents reported or experienced either of these improvements (n = 5,544), these items matched just 8.6% of the time (n = 479). As such, separate tests for associations between SRH improvements and its hypothesized correlates (H1-H3) are conducted for each of these measures.
Independent Variables
Pre-existing chronic conditions (H1) was operationalized using a count of eight serious and chronic health conditions that existed at t-1. These conditions were determined by asking whether a doctor has ever told the respondent he/ she has the following: (a) arthritis, (b) high blood pressure, (c) heart problems (including heart attack and heart disease), (d) cancer (except skin cancer), (e) diabetes, (f) lung disease (except asthma), (g) stroke, or (h) psychiatric or emotional problems. A recovery from a recent serious negative health diagnosis (H3) was operationalized by identifying whether any of these same eight health conditions were newly diagnosed between t-2 and t-1. Descriptive statistics for these eight health conditions can be found in Table 2 , with separate columns for sample prevalence and between-wave incidence. For example, at each wave-on average-approximately 2% of respondents reported being diagnosed with cancer since the prior wave; while close to 19% of the entire sample reported being diagnosed with cancer at any time in their past.
To measure recent lifestyle changes (H2), I utilize three health behaviors that were coded as a "1" if they existed at t but not t-1. These include (a) taking part in regular moderate or vigorous exercise, (b) drinks no alcohol, and (c) does not smoke cigarettes. Statistics related to these behaviors are found in the top of Table 3 . For example, approximately 9% of respondents, on average, reported the cessation of alcohol consumption between each survey wave; while approximately one-third of the entire sample reported at least some alcohol consumption.
Confounders
I include seven other covariates that are likely related to both subjective and objective health (age, sex, race, marital status, employment status, education, and income). Note: SRH = Self-rated health.
Descriptive statistics for these variables are found in Table 3 . Respondent age was measured on the first interview day; rounding down to the most recent whole number. During the study period, the mean respondent age increased from 81.0 to 91.8 years; while the sample mean was 84.5 years. Income was operationalized using three categories: low income (<$10,000), medium income (≥$10,000 and ≤$30,000), and high income (>$30,000).
Analytical Strategy
For each of the two SRH improvement measures, I estimated a three-model sequence of hierarchical linear random intercept logistic regression models. These models-nesting observations within respondents-provide a number of benefits, including having individuals act as his or her own control, and allowing all participants to contribute to the estimates even in the case of missing observations (Rabe-Hesketh & Skrondal, 2012) . The random intercept-assumed to be independent across individualsis one way to account for unobserved heterogeneity and dependence between multiple observations of the same individual. Sequence A (MA-1 through MA-3) estimates C-SRH improvements while sequence B (MB-1 through MB-3) estimates RR-SRH improvements. The first model (M1) in each sequence tests H1; and includes a count of chronic conditions, along with all confounding variables. Since H1 hypothesizes that pre-existing chronic conditions (at t-1) and newly diagnosed conditions (between t-1 and t) will have distinct associations with SRH improvements, they are segregated as such in the model. The second model in each sequence (M2) tests H2 by adding the three variables that represent recently initiated health behaviors. Lastly, M3 tests H3 by including the eight variables that denote whether particular health conditions were first diagnosed between t-2 and t-1.
Results
Tables 4 and 5 present results from the logistic regression models, conditional upon random effects. Results are displayed as odds ratios. That is, these numbers represent the multiplicative increase (for ratios >1.0) or decrease (for ratios <1.0) in odds of reporting a SRH improvement, given a one unit increase in that variable. Table 4 presents results for C-SRH improvements; and in MA-1, each additional pre-existing condition (H1) was associated with increased odds (OR = 1.03) of demonstrating a SRH improvement. Conversely-and not surprisingly-being diagnosed with a new health condition (since t-1) was associated with lower odds of demonstrating a C-SRH improvement (OR = 0.70). In MA-2, beginning a regular exercise routine was the only new behavior (H2) associated with C-SRH improvement (OR = 1.24); while coefficients for other variables changed little between MA-1 and MA-2. In MA-3, there was evidence that a recovery from four particular prior health events (H3) was related to C-SRH improvements. More specifically, reporting a first diagnosis of heart disease (OR = 1.16), cancer (OR = 1.24), stroke (OR = 1.19), or lung disease (OR = 1.35) between t-2 and t-1 was each related to increased odds of a C-SRH improvement at time t. Importantly, the significant relationship between pre-existing conditions and C-SRH improvements (H1) identified in MA-1 and MA-2 was eliminated in MA-3. In other words, this relationship was primarily driven by particular serious conditions that were first identified between t-2 and t-1. Table 5 presents results for RR-SRH improvements. In MB-1, there was evidence that normalizing health conditions (H1) was associated with RR-SRH improvements; with each pre-existing condition (OR = 1.10) associated with 10% greater odds of reporting an improvement. Similar to C-SRH (MA-2), results from MB-2 suggest that the only behavior change related to health improvements was starting regular exercise (OR = 1.38). Lastly, there was limited evidence for (H3) in MB-3. More specifically, a diagnosis of cancer (OR = 1.63) was the solitary health condition related to RR-SRH improvements; and model fit statistics preferred MB-2 over MB-3 (LR test χ 2 = 15.07; p = .06).
Sensitivity Analyses
I performed a number of additional analyses to assess the robustness of my results. Similar to other studies using the HRS, I did not use sample weights for the main analysis (Botoseneanu & Liang, 2011) , since many of the same attributes used to calculate weights (e.g., race, gender) are controlled for in the models; and using nonweighted data may be preferred (Winship & Radbill, 1994) . That said, I estimated an additional set of models using baseline survey weights in order to assess the consequences of this analytical decision. These results-which omit the 1,222 surveys (5.7%) completed by those institutionalized during Wave 3-essentially mirrored those presented in the manuscript. I also estimated a series of models excluding proxy surveys (when other individuals, most often a spouse, assisted respondents in answering at least some survey questions). Reference categories are "Education: less than high school graduate", and "Income: low", respectively. ***p ≤ .001; **p ≤ .01; *p ≤ .05.
Results for this set of models were virtually identical to those presented in Tables 4 and 5 . A third sensitivity test examined how the relationships between pre-existing conditions (H1) and SRH-improvements would differ if these conditionscombined into one index for the main analysis-were segregated. For both of the SRH improvement measures, this analysis revealed that the associations between pre-existing conditions and SRH improvements (identified in all models except MA-3) were strongest for two particular conditions: heart disease and diabetes. That said, model fit statistics preferred employing the more parsimonious "count of conditions" presented in the manuscript (LR tests χ 2 = 8.6 for MA-3 [p = .28]; and χ 2 = 10.8 for MB-2 [p = .15]). Unlike RR-SRH improvements, all C-SRH improvements have both an "origin" (t-1) and "destination" (t) health status; and C-SRH improvements can span across multiple categories. Out of all respondents in the present study who demonstrated C-SRH improvements, those who reported "very good", "good", "fair", and "poor" SRH in the prior wave (t-1) represented 9.5%, 31.5%, 36.8%, and 22.2% of this group, respectively. In addition, the vast majority of these improvements (78.2%) were increases of only one category. With this in mind, I estimated an additional four sets of C-SRH improvement models; one for each SRH category at t-1. These results indicated that (a) relationships between exercise and C-SRH improvements (H2) did not differ by prior SRH; (b) some relationships between particular prior health shocks (H3) and C-SRH improvements were more robust among those coming from certain prior health statuses (e.g., "poor" for lung disease, "fair" for cancer); and (c) the majority of relationships between recent health shocks (H3) and C-SRH improvements were not found among those coming from "very good" SRH (the least prevalent origin category).
Discussion and Implications
Drawing upon both social comparison theory and temporal comparison theory, this study tested three explanations Note: AIC = Akaike information criterion; CI = Confidence interval; OR = Odds ratio; RR-SRH = Retrospectively Reported Self-rated Health; SD = Standard deviation. a,b Reference categories are "Education: less than high school graduate", and "Income: low", respectively. ***p ≤ .001; **p ≤ .01; *p ≤ .05.
(H1-H3) as to why oldest-old adults may demonstrate (C-SRH) or report (RR-SRH) subjective health improvements. This portion of the manuscript will reflect upon the study's results, and consider how conclusions may differ by SRH measure. To begin, I found some evidence supporting the assertion that certain SRH improvements are a result of social comparisons to "similar others", resulting in a more-optimistic health assessment. That is, chronic health conditions were associated with both types of SRH improvements, albeit in two different ways. On one hand, a count of pre-existing conditions (H1, a possible normalization of morbidity) was positively associated with directly reporting (RR-SRH) health improvements. Alternatively, not acquiring new health conditions was related to improvements in global SRH (C-SRH). During a time in life in which agepeers frequently experience mortality (85.2% of the sample died during the study period), and health conditions become more common (approximately 25% of respondents were diagnosed with a new serious health condition every 2 years), it seems reasonable that relative health stability may induce downward social comparisons towards abstract or imagined "others" (Helgeson & Taylor, 1993; Henchoz et al., 2008) . Although it is likely that a portion of the SRH improvements identified in this manuscript are a result these downward social comparisons, future studies would benefit by employing health measures that explicitly make these references. For example, extensions to this research could employ survey questions such as "How is your health compared to those your own age?" (not available in the AHEAD survey). The other two explanations (H2, H3) for SRH improvements tested in this study are grounded in temporal comparison theories. These explanations, in part, suggest that oldest-old adults' perceptions of prior health and health trajectories help shape future health and its trajectories (Ferraro, Shippee, & Schafer, 2009) . With respect to positive health behaviors (H2), the study's results indicate that beginning a regular exercise routine was associated with both types of SRH improvements. This implies that, despite possible emotional and physical challenges, an exercise regimen may be one way to deliberately improve health-or self-perceptions of health-during advanced ages. Unlike instigating a healthy behavior, the cessation of two negative health behaviors-smoking and drinking alcoholwere not related to either type of SRH improvement. This matches prior research describing "sick quitter" effects among older adults (Holdsworth et al., 2016) , and suggests that realizing any possible health benefits from ending these activities may be more likely at younger ages.
In what ostensibly may be unexpected, this study also finds that new diagnoses of four particular serious health conditions (H3) were each positively associated with subsequent C-SRH improvements. Placed in the context of temporal comparisons, however, these results may be less surprising. That is, following one of these diagnoses, there is increased odds that-for the next two surveys-the first SRH assessment (closer to the diagnosis) will be more negative than the second. Importantly, the four particular health shocks associated with subsequent C-SRH improvements (i.e., cancer, heart attack/disease, lung disease, stroke) largely share two qualities. One, unlike the other serious health conditions in this study (e.g., arthritis, psychiatric problems), they are, generally, more likely to be life-threatening. Two, also unlike some others (e.g., diabetes, high blood pressure), they are often associated with "shocks" (e.g., the heart attack or cancer diagnosis) that are treated in a way so they do not recur. Together, this explanation (H3) provides one plausible reason why SRH improvements have been linked to an increased mortality risk among oldest-old adults (Vogelsang, 2014) . In other words, a respondent who eventually reports a better SRH category after surviving, for example, a stroke, may continue to experience a greater risk of mortality that accompanies surviving that stroke.
Reasons why this study's results differed between C-SRH improvements and RR-SRH improvements likely relate to the fundamental properties of these measures; and may explain why having one type of improvement usually did not coincide with having the other. For instance, since C-SRH is derived from questions about health status at two particular time points, it requires no recall or explicit comparison. As such, a SRH move from "fair" to "good" could result in a C-SRH improvement without the respondent's awareness. On the other hand, it is likely more difficult for oldest-old adults to explicitly attest to having improved health over the past few years.
Although not related to the study's objectives, I also found that not completing high school (39.2% of the sample) and having a low income (20.7% of the sample) were associated with slightly greater odds of C-SRH and RR-SRH improvements, respectively. Since research suggests that low SES individuals may assess their health less harshly than others (Dowd & Zajacova, 2010) , this paper provides some evidence that these evaluative differences may become more pronounced as individuals age.
Limitations and Conclusion
The time between AHEAD surveys (2 years) restrains the study's operationalizations of SRH changes and negative health diagnoses in three ways. One, the precise timing of these diagnoses is unknown. Because of this, what is classified as a "new" health condition in any particular wave could be something just recently identified (e.g., 1 week prior) or one that existed for almost 2 years. Two, establishing "pre-existing" health conditions was limited to multiples of 2-year increments. Three, as with any longitudinal study that measures SRH and SRH change, there is no way to ascertain whether or not there were several fluctuations in health status between waves.
While the AHEAD survey provides detailed information on serious health conditions (H1, H3) across 14 years, it is limited in its ability to explore H2. That is, it either excludes some items that represent health-improving behaviors (e.g., dietary habits); or asks about them inconsistently across the eight waves (e.g., social participation, preventative health). Another limitation is that this study uses data only generalizable to a particular cohort (born in 1923 or earlier) that survived until at least age 74. As mentioned in the Methods section, this article's research design dictated that AHEAD respondents who died before Wave 3 were excluded from the study. While it is unknown whether those that did not survive until Wave 3 had relationships between health conditions and SRH improvements that differ from those presented in this manuscript, those lost to mortality may represent reference points for survivors to make downward social comparisons. Lastly, this study did not include respondent histories of memory loss or depression; the latter of which-in oldest ages-may have stronger relationships with SRH than chronic conditions do (Schnittker, 2005) . Since both cognitive functioning and mental health likely have complex associations with (a) the diagnosis of (and recovery from) serious health conditions; and (b) social and temporal health comparisons, studying these relationships remains an exciting research opportunity.
As the number of people aged 80-plus is projected to more than triple between 2015 and 2050 (He, Goodkind, & Kowal, 2016) , there are numerous health-related implications; such as more individuals requiring long-term care and increased public health costs (Dobriansky et al., 2007) . These profound demographic and societal changes demand that scholars and practitioners accurately measure and interpret health status among the oldest-old. The present study provides an initial response to calls for papers that examine how particular health conditions may influence SRH ratings (Garbarski, 2016) . It also provides a practical consideration as it pertains to age-related increases in selfcontinuity (i.e., being more likely to situate present-self to past-and future-self) (Löckenhoff & Rutt, 2017) . In other words, temporal and social comparisons may lead to oldest-old adults reporting their health in ways that obscure health decline. If so, this may contribute to the weakened SRH-mortality relationships in older ages (Franks, Gold, & Fiscella, 2003) . Research that examines health evaluative processes of the oldest-old would benefit by considering the advantages and disadvantages of SRH change verses SRH stability-even in the case of positive change.
